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Abstract 
The internet is fast becoming an important tool for delivering mental health services and 
results from a growing number of treatment studies indicate that internet-based interventions 
are effective for a range of psychological disorders 1.   Understanding premature dropout from 
internet-based treatment for psychological disorders is critical in helping to develop our 
understanding of the effectiveness and utility of this form of psychological intervention.  A 
systematic review of current research on dropout from internet-based treatment programs 
involving minimal therapist contact identified 16 studies from four countries. Dropout ranged 
from 2% to 83% and an average of thirty-five percent of the participants dropped out of 
treatment.  Results from studies that distinguished between dropouts at different stages of 
participation suggest that dropout most frequently occurs prior to commencing treatment.  A 
range of variables have been examined for their association with dropout from internet-based 
treatment programs for psychological disorders.  Despite the numerous variables explored, 
evidence on any specific variables that may make an individual more likely to drop out of 
internet-based treatment is currently limited.  One study that attempted to reduce dropout by 
adding weekly telephone contact was found. The results indicated that telephone contact 
failed to have a positive effect on dropout.  This review highlights the need for more rigorous 
and theoretically guided research exploring the variables associated with dropping out of 
internet-based treatment for psychological disorders.   
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Overview 
The internet is becoming an influential source of mental health-related knowledge and 
information.  A recent survey of American adults found that mental health issues dominated 
the most popular online health topics with depression, bipolar disorder and anxiety problems, 
accounting for 42% of the use of the Web to find health information 2.  The internet is also 
fast becoming an important tool for delivering mental health interventions 1.  Research on this 
type of treatment is rapidly increasing, and results from a growing number of treatment 
studies indicate that internet-based interventions are effective for a range of psychological 
disorders 3.  However, support for the effectiveness of internet-based treatment is tempered by 
reports that participants often fail to complete assessments or treatment sessions and have 
high rates of dropout from treatment 1, 4-6.  Dropout is an endemic problem in psychological 
treatment 7-9.  For instance, reviews of the face-to-face psychotherapy literature show that 
between 30% and 60% of participants drop out prematurely 10-12.  Examining dropout from 
internet-based treatment for psychological disorders is critical to an evaluation of its efficacy 
and utility; and improving retention may greatly increase its impact.  This paper reviews 
evidence on the extent of dropout from these programs, and examines available research on 
variables associated with dropout.  Exploring the variables that put individuals at risk for 
dropping out of internet-based treatment programs may help us to identify target groups and 
strategies to address the problem.   
Internet-based Treatment for Psychological Disorders 
 There are two main approaches to using the internet to provide psychological 
treatment.  The first, online therapy, involves exchanges via email or chat between the client 
and therapist 3.  Online therapy has been widely discussed in the literature, and concerns 
relating to confidentiality, licensing of therapists and the effectiveness have been identified 13.  
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A second approach, internet-based treatment, refers to web-based treatment programs 
delivered by structured web pages that the participant works through more or less 
independently on the internet (i.e. with minimal therapist contact)3.  This approach has been 
found to be associated with positive outcome in a number of psychological disorders 
including depression 14-16, panic disorder 6, 17, posttraumatic stress disorder 5, 18, 19 and social 
phobia 20.  There is no precise definition of where online therapy stops and structured internet-
based treatment starts.  A trend in structured internet-based programs has been to maintain a 
certain level of online therapy contact with participants (e.g. chat or discussion forums) to 
follow progress, answer questions or provide encouragement and motivation 3.  This tendency 
makes it difficult to evaluate the relative contribution of each aspect of treatment to dropout.  
To address this issue, only internet-based treatments involving minimal therapist contact were 
included in this review.  
Defining Dropout from Internet-based Treatment for Psychological Disorders 
Dropout involves leaving treatment before its completion 21.  As we have commented 
elsewhere 22 dropout may occur at any one of a number of points of a treatment program.  For 
example, a client may withdraw prior to commencing treatment (pre-treatment dropout), prior 
to completion of treatment (treatment dropout) or prior to completing follow-up assessments 
(follow-up dropout).  Pre-treatment dropout also needs to be distinguished from withholding 
consent to assessment, treatment or associated research.  It refers to a withdrawal from 
participation subsequent to clients indicating initial consent. 
Researchers vary in their use of terms to describe dropout from internet-based 
psychological treatment.  For instance, “premature termination”, “attrition”, “non-usage” and 
“dropout” are used interchangeably in the literature to indicate clients who do not complete 
treatment.  Researchers have also used different approaches to define dropout.  The most 
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common approach classifies dropout based on non-completion of one or more assessment or 
treatment components (i.e. pre-treatment assessments, treatment sessions, post-treatment 
assessments).  For example, many researchers have defined dropout as termination at any 
point between registering for treatment and completing post-treatment questionnaires 6, 18, 19, 
23-25.  A less common approach restricts the definition of dropout to people who commence 
treatment, but fail to complete all treatment sessions 17, 20. Under this definition, a person who 
terminated prior to the commencement of treatment would not then be considered a dropout.  
Evaluations of dropout rates would be greatly assisted by a more consistent approach to its 
operationalisation.   
The current review calculated rates of dropout, with the number of eligible 
participants as the denominator, and with the numerator comprising the number of these 
people who terminated at any point between registering for treatment and completing follow-
up questionnaires.   
Data Selection, Study Extraction and Data Extraction 
A comprehensive literature search was conducted on PSYCHINFO and PUBMED 
databases for the period 1960 to 2007.  Key search terms were: dropouts, drop out, dropout, 
dropping out, attrition, premature termination, termination, non-compliance, treatment, 
intervention and program, each in combination with the key words internet and web. Papers 
were also retrieved from the reference lists of papers that were identified through database 
searches.  Internet-based psychological treatments were defined as structured psychological 
treatments which the participant undertook more or less independently on the internet (i.e. 
with either limited or no therapist support).  Interventions involving face-to-face therapist 
contact beyond a clinical interview, or ongoing exchanges beyond emails or brief scheduled 
telephone calls were excluded.  Studies in the current review were also restricted to trials of  
psychological interventions that were aimed at relieving distress or dysfunction associated 
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with psychiatric disorders of adults (as included in the DSM-IV 26 or ICD-10 mental disorders 
27).  Studies addressing medical difficulties (e.g., tinnitus) or ones that aimed to prevent 
psychological disorders in at-risk populations (e.g., heavy drinkers) were excluded.  Studies 
were also excluded if criteria used to determine a psychological disorder were unclear.  The 
target populations were restricted to adults, since the retention of children or adolescents may 
present different issues (e.g., requiring the continued engagement of both parents and their 
children).  Studies involving non-psychological treatment (e.g. medical or drug therapy, 
dietary advice) were excluded.  Given the difficulty in assessing dropout from open-access 
and one-session treatment interventions, studies involving these treatment programs were also 
excluded.  However, studies were not excluded because of restriction to a type of 
psychological disorder, design, sample size or type of analysis.               
 
Results 
Extent of Dropout from Internet-based Psychological Treatment Programs 
Sixteen studies that reported on the extent of dropout from internet-based treatment 
programs with minimal therapist contact were identified.  A summary of their results is in 
Table 1.  The year of publication ranged from 2000 to 2007.  Studies came from Australia (3 
studies), Sweden (8), The Netherlands (3) and the UK (2).  Sample sizes ranged from 11 to 
184.   Dropout from internet-based treatment programs ranged from 2% to 83%, with a  
median of 24%, and a weighted average (correcting for sample size) of 35%.   Only 8 of the 
16 studies examined dropouts at different stages of the treatment process 6, 18, 19, 23, 28-31.  As 
the table shows, a substantial number of dropouts from internet-based psychological treatment 
programs occurred before treatment began. These rates ranged from 4% to 52%, with a 
median of 10% and a weighted average of 21%.  Dropouts during treatment ranged from 0% 
to 78%, with a median of 12% and a weighted average of 17%.  Follow-up dropouts ranged 
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from 1% to 18%, with a median of 5% and a weighted average of 7%.  It is clearly important 
to consider dropout prior to entering treatment, as well as dropout during treatment.  
Insert Table 1 about here 
 
Variables Associated with Dropout from Internet-based Psychological Treatment 
Programs 
Thirteen studies reported on the variables associated with dropout from internet-based 
treatment programs.  Years of publication ranged from 2000 to 2006, and sample sizes ranged 
from 11 to 184.  Three broad categories of predictors were identified: sociodemographic and 
contextual variables, psychological problems and treatment-related variables.  Table 2 
displays the number of studies in which each variable was examined; whether the variable 
was a significant predictor of dropout; and the direction of the relationship.   
 
Insert Table 2 about here 
 
Sociodemographic and contextual variables 
Age.  In one study with 184 individuals who commenced an internet-based cognitive-
behavioural program for post-traumatic stress disorder (PTSD), Lange et al (2003) reported 
that the mean age of participants who dropped out (33 years) was significantly less than that 
of those who completed the program (38 years).  It is possible that younger clients are more 
geographically mobile and are likely to have less family and community ties that might 
stabilise the individual and support continuation in treatment 32.  Alternatively, their 
behaviour may reflect differential use of the internet more generally. No association between 
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age and dropout was observed in a study of 109 individuals who registered to receive internet-
based cognitive-behavioural treatment for insomnia (Strom et al., 2004). However, since the 
age of participants in that study was greater than that of participants in the Lange et al (2003) 
paper (mean age 44 years vs 36years), it is possible that the potential for identifying the 
impact of younger age on dropout was restricted.   
Gender.  Research on the influence of gender has produced equivocal results.  A study 
with 184 individuals who received an internet-based program for PTSD found that a 
significantly higher proportion of males (71%) than females (19%) dropped out of treatment 
(Lange et al., 2003).  However, no relationship between gender and dropout was found in the 
Strom et al. (2004) insomnia study.  In the face-to-face treatment literature, complex 
interactions between gender and dropout have been documented 33.  Interactions between 
gender, treatment modality, treatment tenure and dropout have been found with individuals 
completing substance abuse treatment programs.  For example, Greene and Ryser (1987) 
found that women were less likely to drop out of detoxification, hospital, drug-free outpatient 
and day treatment modalities than males.  In addition, researchers have noted that the 
relationship between gender and dropout may be mediated by other variables.  Beckman and 
Bardsley (1986) reported that variables associated with continuation in face-to-face treatment 
for women included the belief that a person’s health is not controlled largely by chance and 
the reporting of more availability of health services. For men, variables associated with 
continuation in treatment were being employed, having a professional occupation, being 
married, having a larger number of children, and having children ages 5-17 who lived with 
them and for whom they had some source of child care. Men also remained in treatment 
longer if they had less prior treatment, lower alcohol consumption, less pathological drinking, 
lower self-reported depression, and higher self-efficacy regarding the use of alcohol.  Taken 
together, these results suggest that the relationship between dropout and gender is complex 
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even in face-to-face treatment.  This relationship is likely to require further investigation in 
internet-based interventions, particularly given evidence of gender differences in general use 
of the internet 34.   
Socioeconomic variables.  Researchers have predicted that socioeconomic difficulties, 
such as a limited education, low income or a lack of full-time employment, are likely to 
increase stress, and may make it difficult to complete psychological treatment (e.g. because of 
web access, computing and treatment costs, or competition with job-seeking) 32, 33.  On the 
other hand, it is also possible that individuals with increased education and earning a higher 
income from full-time employment may be too busy to complete treatment.  Two studies 
explored the influence of education on dropout from internet-based treatment (Lange et al., 
2003; Strom et al., 2004).  However, neither study showed an association between dropout 
and level of education.  Associations of dropout with other potentially important 
socioeconomic variables such as income and employment require further examination.   
Relationship status.  The quality of an individual’s social environment may be related 
to dropping out of internet-based treatment.  Participants with a partner who can provide 
support for continued involvement might be expected to have a lower risk of dropping out.  
However, the Lange et al. (2003) study found that participants living with a partner were 
actually more likely to drop out of treatment than those without. This finding underlines the 
fact that partners can be a potential source of stress as well as a source of social support 35.  
For example, in the face-to-face treatment literature, high expressed emotion, including 
critical, hostile and emotional over-involvement among family members, is related to 
decreased outcome following cognitive behavioural treatment for post-traumatic stress 
disorder 36.  The effects of relationship status, social support and related variables on dropout 
from internet-based psychological treatment require more research attention.  
Psychological problems 
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Duration and severity of target psychological problem.  Individuals with a longer 
duration of psychological difficulties may require more time and effort in treatment to 
produce change; they may have had unsuccessful treatment experiences in the past; and they 
may be more likely to be experiencing comorbid psychological difficulties that may 
complicate treatment.  As a result, such individuals may be may be more likely to become 
discouraged with treatment and therefore be more at risk of dropping out.  Prediction of 
dropout from duration of psychological problems was explored in Lange et al. (2003) and 
Strom et al. (2004).  Neither study found an association between duration of psychological 
problems and dropout.  A longer duration of psychological difficulties may be influenced 
more by age and may not reflect the intensity of the psychological difficulties.  Severity of the 
current psychological problem, rather than the duration, may be associated with dropping out 
of treatment.  Conversely, clients with less severe problems may be less motivated to receive 
ongoing help and subsequently more likely to drop out of treatment.  It is the latter hypothesis 
that has received most support to date:  All three studies that have explored the influence of 
severity of target psychological problem on dropout have found that people with less severe 
psychological difficulties were more likely to dropout of internet-based treatment (Lange et 
al., 2001; Schneider et al., 2005; Strom et al., 2004).   For example, in a sample of 68 
individuals who fulfilled criteria to receive a 10 week cognitive behavioural program for 
phobic or panic disorders, Schneider et al. (2005) found that dropouts had a significantly less 
severe disorder than completers.  Similar results were obtained with PTSD (Lange et al., 
2001) and insomnia (Strom et al., 2004).   
Comorbid depression or anxiety. When participants have been asked why they 
terminated internet-based treatment, several researchers have noted that they report 
withdrawing due to the onset or worsening of depressive symptoms (Klein et al., 2006; 
Richards et al., 2006; Scheider et al. 2005).  Depressed mood, feelings of hopelessness, 
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lethargy and a lack of interest and motivation might all be expected to increase the risk of 
dropout.  However, neither of the two studies that have examined this question has found a 
relationship between depression and dropout.  For example, Lange et al (2001) found no 
association between self-reported depression, assessed at baseline on the Symptom Checklist-
90 (SCL-90; 37, and dropout from treatment for PTSD.   
Research on the influence of comorbid anxiety has also produced non-significant 
results.  For instance, Strom et al. (2004) found that anxiety assessed on the Hospital Anxiety 
and Depression Scale (HADS; 38 did not predict dropout from insomnia treatment.  Similarly, 
Lange et al. (2001) found no difference between dropouts and completers on SCL-90 anxiety 
assessed at baseline.   
Other psychological variables.  Future research might benefit from exploring the 
influence of personality variables such as impulsivity, distractibility and conscientiousness on 
dropout from internet-based treatment.  High impulsivity may make it difficult for individuals 
to persist in treatment without dropping out, because their high sensitivity to immediate 
rewards may be more powerful than the longer term rewards of treatment.  Impulsive 
individuals may therefore be more likely to drop out or disengage when they become bored 
with routine clinical tasks and procedures 39.  Individuals high on distractibility may also be 
more likely to drop out due to ease with which they can disengage from internet-based 
sessions when they become bored with routine clinical tasks and procedures.   Finally, 
individuals who are low in conscientiousness may be less responsible, reliable and committed 
to treatment, and hence, more likely to leave voluntarily. 
Treatment-related variables 
Treatment credibility.  Clients may be less likely to drop out if they have positive 
beliefs about the treatment program’s credibility (Liese & Beck, 2000).  Two studies have 
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explored the influence of perceived treatment credibility on dropout from internet-based 
treatment (Carlbring et al., 2001; Carlbring et al., 2003).  No relationship was found between 
treatment credibility and dropout in either study.  For example, in a study with 41 people 
completing an internet-based cognitive-behavioural treatment for panic, Carlbring and 
colleagues (2001) found no significant difference between dropouts and completers on a 10-
point treatment credibility scale adapted from Borkevec and Nau 40.   
Related variables that warrant investigation include client expectations about the 
potential effectiveness and success of treatment, and initial improvement from treatment 
(which may be expected to bolster treatment expectancies further).  Confidence in the 
treatment’s ability to produce positive change, as well as treatment outcome, are potentially of 
importance to dropout (Liese and Beck, 2000), but we were unable to locate any studies that 
have examined these variable in internet-based psychological treatment to date.   
Computer and internet experience.  Clients may be more likely to remain in internet-
based treatment if they have had experience with and are therefore more familiar and 
comfortable with using a computer and the internet.  Only one study to date has explored the 
influence of computer and internet experience on dropout from internet-based treatment for 
psychological disorders.  Surprisingly, Lange et al. (2003) documented that clients with 
greater levels of computing or internet experience were more likely to drop out of internet-
based PTSD treatment.  It is possible that individuals with greater levels of computer or 
internet experience may be more likely to experiment with internet-based treatment without a 
high degree of commitment to completing it.  Similarly, individuals with more computer or 
internet experience may be likely to drop out as they are more capable of seeking alternative 
internet-based sources of support when they become dissatisfied with their initial internet-
based program.    
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Related variables that warrant investigation include a negative attitude towards 
computers and reading.  People who dislike computers or reading moderate amounts of text 
may be at risk of dropping out because they may be more likely to become irritated or 
frustrated by internet-based treatment.  Similarly, a lack of reliable computer and internet 
access or suitably quiet surroundings may create considerable barriers to regularly completing 
treatment sessions.  Several qualitative investigations of client’s reasons for dropping out of 
treatment have reported that clients reported a lack of reliable computer access, a lack of 
computing experience, computer or internet problems, a dislike of computers, preferring face-
to-face treatment and a lack of peace and quiet in their computing environment as reasons for 
terminating internet-based psychological treatment (Carlbring et al., 2001; Kenwright et al., 
2004; Lange et al., 2000, Lange et al., 2003; Scheider et al., 2005), but there have been no 
prospective studies on these variables to date.     
Motivation to participate in treatment.  Future research should also explore the 
influence of client motivation and related variables on treatment dropout.  Insufficient 
motivation (Carver & Dunham; Joe, Simpson & Broome, 1998) may be related to dropout in 
that clients who are unmotivated to participate in treatment may be less likely to identify with 
treatment goals, less likely to comply with treatment tasks and may ultimately be at a higher 
risk for terminating treatment.  Richards et al. (2006) explored client’s qualitative reasons for 
terminating internet-based treatment for panic disorder. A central theme in the responses 
provided by clients was a lack of motivation.  Competing activities or feeling too busy to 
complete treatment are other variables that may contribute to dropout.  Several qualitative 
studies have found that clients report a lack of time, being too busy, or the treatment being too 
time-consuming as reasons for terminating internet-based treatment (Carlbring et al., 2001, 
Carlbring et al., 2003, Carlbring et al., 2005, Carlbring et al., 2006; Lange et al., 2003; 
Schneider et al., 2005).    
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Other treatment variables.  Research should also explore the impact of working 
alliance on dropout from internet-based treatment programs.  The importance of a strong 
working alliance in preventing dropout has been demonstrated across a number of studies 
within the face-to-face psychological treatment literature 41.  A strong working alliance may 
be related to dropout in that those clients who feel that their therapist is more understanding, 
more involved and more agreeable about the goals and tasks of treatment may be at a 
decreased risk for dropping out.  Cook and Doyle 42 explored the working alliance in a sample 
of 15 online therapy clients.  Results revealed that overall online therapy clients felt a 
collaborative, bonding relationship with their therapist.  Similar results were documented by 
Knaevelsrud and Maercker 43 in a sample of 48 individuals receiving internet-based treatment 
for posttraumatic stress disorder.  Unfortunately, there have been no studies to date exploring 
the influence of the working alliance on dropout from internet-based treatment programs.   
Related variables that warrant investigation include the amount and type of therapist 
contact provided throughout the internet intervention.  Clients participating in programs with 
an increased amount of therapist contact, and programs that provide clients with more on-
demand or immediate contact with their therapist (e.g., chat versus email contact; therapist 
name and photo versus a virtual therapist; personalised content versus impersonal content), 
may be more likely to feel involved and connected to their therapist and treatment and may be 
at a decreased risk for terminating treatment.  Results from earlier self-help research studies 
indicate that treatments with little or no therapist contact produce a comparably greater 
dropout rate 44.  However, initial results with internet-based treatments for medical difficulties 
are inconclusive (Strom, Lundstrom & Strom, 2004).  For example, in a sample of 106 
individuals who registered to receive an internet-based program for headache, Strom et al 
(2004) reported that the addition of short and regular telephone contact did not impact overall 
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dropout rate.  No research has explored the influence of these variables on dropout from 
internet-based treatment programs for psychological disorders.   
Summary and Limitations to Current Research 
Current research on internet-based treatment programs for psychological disorders 
indicates variable rates of dropout.  Our review indicates dropout rates ranging from 2% to 
83%, with an average of 35% of individuals dropping out of treatment and a median dropout 
of 24%.  Many clients withdraw prior to commencing treatment.  Unfortunately, these rates 
cannot yet be understood or predicted due to a small amount of research exploring variables 
associated with dropping out of internet-based treatment programs.  Despite numerous 
variables explored, evidence to date regarding specific variables that may make an individual 
more likely to drop out is limited.  There are a number of ways in which research in this area 
could be improved.  We recommend that future research exploring dropout from internet-
based treatment programs for psychological disorders addresses the following limitations: 
1. Unclear and inconsistent definitions of dropout.  Substantial variation in the definitions 
used to classify a client as a dropout or continuer as a major methodological difficulty.  
Dropouts in some studies were not considered as dropouts in others.  For example, clients 
who dropped out after registering for the program and prior to commencing treatment 
were counted as dropouts in Carlbring et al’s 6 study, but were not considered dropouts by 
others 23.  Using such different criteria to measure the same phenomenon makes 
interpretation and comparison of results across studies difficult 45.  As we have suggested 
elsewhere 22 adherence to CONSORT criteria for reporting studies 46 is clearly required.   
2. Disregarding stage of dropout.  When exploring dropout, it is important to consider the 
point of treatment at which a client prematurely terminates.  Examining dropout at 
different stages of the treatment process allows an analysis of the specific points at which 
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clients are most likely to be lost.  Many studies only inquired about the prevalence of 
dropout during the entire treatment process (i.e. registration to follow-up) or at one 
specific point, such as during treatment (e.g. Richards et al., 2006).  Similarly, research to 
date has failed to separate variables associated with dropout at different points throughout 
the treatment process.  All of the studies placed dropouts in a single group when exploring 
associations with predictor variables, regardless of the specific point at which they 
dropped out of treatment.   
3. Consideration of outcome after dropout.  Research is needed to determine the 
effectiveness of internet-based treatment for clients who drop out.  One potential 
explanation for dropout is that people overcome their psychological difficulties without 
requiring exposure to a full treatment intervention.  Unfortunately, the evidence to date 
suggests this may not be the case.  Research within the face-to-face treatment literature 
indicates that individuals who discontinue treatment early achieve fewer improvements in 
treatment than those who attend a greater number of treatment sessions 47, but it is unclear 
as to whether this finding can be generalized to internet-based treatment.  It would useful 
if clients who drop out were followed up to establish whether or not they re-engage in 
psychological treatment at some point in the future, and if so, whether they seek internet 
or face-to-face treatment.     
4. Lack of a guiding theoretical model to explore dropout.  Most studies did not examine 
dropout within the context of a cohesive model of dropout.  Although no theoretical 
models have been developed to explain dropout from internet-based treatment programs 
for psychological disorders, a number of models have been proposed to explain dropout 
more broadly in the psychotherapy literature.  A promising theoretical approach is 
provided by Liese and Beck (1997), who developed a cognitive model of dropout among 
individuals with drug dependence 48.  This model outlines that a variety of factors, 
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including psychological factors (i.e., relapse), sociodemographic factors (i.e., legal or 
medical problems, family or relationship issues, logistical problems including difficulties 
with finances and accessing treatment) or treatment factors (i.e., therapeutic relationship 
issues), place people at high risk for dropping out by activating negative beliefs about the 
success of treatment.  Negative beliefs about the success of treatment may lead to 
discouragement, shame or guilt and may ultimately result in the client dropping out of 
treatment.   
Although there is limited research that examines the application of the Liese and 
Beck (1997) model to internet-based treatment, existing evidence from face-to-face 
treatment for psychological disorders suggests that it may prove useful 22.  For example, 
research with individuals seeking help from substance abuse treatment services suggests 
that predictors of dropout fall into the range of categories outlined by the approach (e.g., 
psychological or disorder related, sociodemographic and treatment related variables) 22, 33.  
There is also evidence that client expectations predict dropout from treatment for 
psychological disorders 49. In turn, several predictors identified by the approach (e.g., 
psychological variables, therapeutic relationship problems) have been shown to be 
associated with client expectancies for treatment success 50, 51.  The extent to which client 
expectations for treatment success mediate the relationship between predictors such as 
relapse, or legal, medical, psychological, family, relationship or logistical problems and 
dropout has not as yet been explored.  There is a clear need to further explore the variables 
associated with dropping out of internet-based psychological treatment, to establish if they 
are consistent with those outlined by Liese and Beck’s (1997) and to examine whether 
they are mediated by client expectations for treatment success.     
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Preventing Clients from Dropping Out of Internet-Based Treatment 
Only one study was identified which examined a technique for reducing the extent of 
dropout from internet-based treatment 52.  This study tested the hypothesis that adding weekly 
telephone contact (lasting 5-10 minutes) would decrease the extent of dropout from an 
internet-based cognitive-behavioural program for headache.  The results indicated that 
telephone contact failed to have a positive effect on dropout.  Specifically, individuals 
receiving weekly telephone calls in addition to the internet-based program had a similar rate 
of dropout to those receiving only the internet-based program. At this time, there are no 
known ways of successfully reducing the extent of dropout from internet-based treatment for 
psychological disorders. Further research is required exploring approaches to reducing 
dropout from these programs.  Specifically, research might benefit from exploring the impact 
of motivation-enhancing interventions on dropout from internet-based psychological 
treatment.  
Conclusions 
In summary, this reviews suggest that many individuals who could benefit from 
internet-based treatment services are not receiving the full extent of support, to the extent that 
in some programs, many individuals drop out early.  Additional research is needed to 
understand and prevent dropout in internet-based treatment for psychological disorders.  
There is a particular need for research exploring the variables associated with dropping out.  
Examples of contextual variables that require attention are income, ethnicity, employment 
status, the presence of stressful life events, and the influence of supportive social 
relationships.  Psychological variables such as impulsivity, distractibility and 
conscientiousness, as well as treatment-related variables such as client treatment expectations, 
the therapeutic alliance, disorder, treatment length, therapist contact, client motivation, a 
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dislike of computers or internet-based treatment, availability of a reliable computer or internet 
access, and availability of a quiet and private computing environment also warrant 
examination.   The review highlighted limitations in the current literature, including the need 
for future research to be grounded in a coherent theoretical framework.  Further research is 
also needed to explore compliance-enhancing techniques in reducing dropout from internet-
based treatment for psychological disorders.   
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